bag and before the birth of the child; and this was especially the case when care was not taken to see that the presenting part immediately followed the bag in its passage down through the pelvis. This was by no means easy, and in some malpresentations impossible. No such danger existed when podalic version was performed, and he thought that in this case if podalic version had been performed in the early stages the necessity for any abdominal section would never have arisen. A Champetier de Ribes's bag should never be used when the child was dead if it was possible to perform podalic version.
Dr. WILLEY said that in the case of the central placenta praevia she would have thought it possible to ensure the mother's safety and to deliver the child by bringing down a leg, if need be, through the placenta.
Dr. HERBERT SPENCER agreed with Dr. Blacker's criticism of the treatment of the cases of central placenta prLevia. A Champetier de Ribes's bag was contra-indicated in such a case, the life of the child being almost inevitably lost. Version could have been done in a few seconds, and with practically no loss of blood. Natural delivery would have followed within three hours, and post-partum haemorrhage would have been guarded against by pituitrin and, if necessary, packing. Dr. Spencer did not approve of the hysterectomy in the case of accidental haemorrhage. He had recently had a similar case, and had sewn up the uterus after Cesarean section. He thought the uterus was often unnecessarily sacrificed in these cases.
Placenta Prxvia with Unusual Sequele. By C. HUBERT ROBERTS, M.D., and EDWARD SMEED, M.D.
WE venture to bring this case before the notice of the Section as one of rare occurrence, hoping that it may be of interest owing to the very unusual complications following delivery in a case of placenta praevia. The chief points are that a seemingly normal delivery was followed by septic infection and that the result was fatal from complications such as cerebral abscess, hemiplegia, thrombosis of the inferior vena cava and of the superior mesenteric vessels.
[In reporting this case Dr. Roberts said he was deeply indebted to Dr. Edward Smeed, his former Resident Medica Officer, for detailed clinical notes, and to Dr. Gilliatt for the careful post-mortem report.] L. A., aged 28, was admitted to Queen Charlotte's Hospital on suffering from severe heemorrhage with placenta praevia. She had a bad loss a month before, and another just before admission. Her condition was bad, with grave pallor, an irregular rapid pulse, and weak pains. The child was alive, presenting by the vertex, the os dilated, membranes ruptured, and placental tissue clearly felt. A firm binder was applied and 1 c.c. of pituitrin given hypodermically. Half an hour later the child was expelled spontaneously. It weighed 6 lb. and was alive. Thirty minutes after the delivery of the child post-partum hmnlorrhage set in. The placenta was partially adherent and had to be removed manually. The patient lost nearly 30 oz. of blood. At the time it was thought that portions of the membranes might be retained, but the patient's condition was so grave that no further manipulations were deemed advisable. Rectal salines and pituitrin were given to counteract the shock. For three days the patient's condition gave rise to no anxiety, but on the fourth day the temperature rose to 102°F., pulse 132, and offensive blood-clots were passed. Next day the temperature was 105°F., and pulse-rate 160. The uterus was explored and two large pieces of offensive placental tissue removed. The whole uterine cavity was very rough. Cultures were taken, and the uterine cavity douched with lysol. Two severe rigors followed, but later the condition of the patient improved. Cultures from the uterus yielded Staphylococcus albus and Bacilluts coli commutnis. On the ninth day after confinement the patient still seemed to have improved. Temperature 1000 F., pulse 112; but there was a tender mass felt to the right of the uterus, most probably parametric. This increased in size during the next few days and there was more general abdominal tenderness and pain. These symptoms became more grave, and on the eighteenth day the patient had all the signs of general peritonitis accompanied by vomiting, distension, restlessness, and hiccough. Temperature 990 F., and pulse 138. For four days she seemed very ill but gradually improved. The abdominal distension became less and a definite parametric mass (? pus) was palpable on the right of the fundus and on the right iliac fossa (white leucocyte count 28,000 per cubic millimetre.)
On the'thirty-first day symptoms of thrombosis of the left leg set in, with considerable pain and cedema, and next day the femoral vein could be felt as a thickened cord. Five days later the right leg was similarly affected, but with less cedema than on the left side.
On the thirty-eighth day the patient complained of curious sensations in the right hand and arm, with inability to move her tongue freely.
The temperature and pulse were normal and she did not feel ill. Next day the patient developed a complete right-sided hemiplegia with aphasia, with complete paralysis of the sphincters, and within the next twenty-four hours the whole of the right arm becalme cedematous as far as the clavicle. The axillary vein, however, could not be felt.
These symptoms somewhat abated during the following week and on the fiftieth day after delivery her condition had markedly improved. Speech to some extent had returned, also sensation in the arm and both legs. She could control the sphincters and slept and took food well. There was still a mass in the right iliac fossa, but the temperature and pulse were normal.
On July 9 (the fifty-fourth day) she seemed better again, the oedema of the legs having quite gone and only slight paresis of the right side of the face being noted.
On the sixtieth day signs of abdominal distension made their appearance, accompanied with distension and feecal vomiting. Dr. Drysdale, our Consulting Physician, then saw the case, and advised colotomy should the symptoms of obstruction; become worse. During the next few days she rallied somewhat, flatus being passed and the distension less, but it was evident that she was very seriously ill.
On July 18, sixty-three days after delivery, the patient became suddenly much worse, with marked distension and pain, the face became pinched and the pulse feeble and irregular. It was decided to perform colotomy and she was removed to the operating theatre, but on the table it was evident she was dying and that any operation was out of the question. She rapidly became unconscious and died the same day. The child lived and made good progress.
Post-mortem Notes, by Dr. Gilliatt.-The only abnormal external appearance is the great distension of the abdomen. On opening the abdominal cavity it was found that the omentum was adherent to the uterus, broad ligaments and pelvic colon, enclosing a fair-sized perimnetric abscess. The small intestine was shut off completely behind the soft, thickened and adherent omentum. The abscess cavity contained a large amount of brownish fluid which had a strong ftecal odour. The small intestine in its upper part was greatly distended and the coils were adberent to one another; about half-way along the small intestine a piece of gut about 8 in. long was found, soft and collapsed, having very thin necrotic walls. In the centre of this length of small intestine was a large perforation. The vessels of the mesentery supplying this particular collapsed area were all completely thrombosed. The uterus was of normal size and appearance, but very pale. The ovaries and tubes were matted on the wall of the pelvic abscess. Kidneys: Left normal; right congested, the pelvis being inflamed, roughened, and containing pus. The inferior vena cava was thrombosed along its whole length with soft yellowish clot which began at the internal iliac vein and extended up to the liver. The right renal vein was also collapsed. The other abdominal organs were normal. Thorax: There was considerable adherence of visceral and parietal pleura, especially on the right side, where the lung was somewhat collapsed; lungs elsewhere normal. Heart normal; no thickening of thrombi or valves. Skull normal. Brain: An abscess about the size of a hen's egg was present on the left side just below the cortex of the convolution behind the ascending parietal lobe. It reached almost to the surface in the great longitudinal fissure.
Summary.-We think the occurrence of such rare lesions are worth reporting, as we have not personally met with similar sequelhe of sepsis following placenta pravia. Cerebral abscess is uncommon enough, and complete plugging of the inferior vena cava is of very unusual occurrence. The thrombosis of a large area of the superior vessels, and the collapse and necrosis of the corresponding piece of small intestine, doubtless led to the symptoms simulating obstruction, for the relief of which colotomy would have been quite useless.
DISCUSSION.
Dr. W. J. MIDELTON asked Dr. C. H. Roberts whether he considered both the Staphylococcus albus and the Bacilluts coli commutnis pathogenic in his case. Some years ago Dr. Dudgeon had shown that peritonitis was due in many instances to the pneumococcus, and there was often present at the same time the Staphylococcuts aibus. The cases in which this combination occurred always did better than those in which pneumococci alone were present. Dr. Midelton believed the Staphylococcus albuts to be a protective organism.
Dr. ROBERTS briefly replied.
